D L, born 1926. Para 2+1 Admitted 27.2.68 with a 24-hour history of lower abdominal pain six weeks after her last normal menstrual period (14.1.68) having had slight vaginal bleeding for ten days and a positive Pregnosticon test on 22.2.68. On examination: Not shocked. Lower abdominal tenderness, considerable cervical excitation pain, tender mass in left fornix. Ectopic pregnancy was diagnosed. Laparotomy: A total of 250 ml fresh clotted blood was found in the peritoneal cavity. The right ovary was healthy, the right tube absent. The left tube was intact without any sign of recent injury, but blunt at the fimbrial end, and the ectopic pregnancy was found attached to the left ovary. This' was removed and hmmostasis secured by oversewing the placental site. One litre of blood was transfused. She made an uneventful recovery.
Comment
The findings in this case do not fully measure up to the criteria of Spiegelberg for an ovarian pregnancy. Boromow et al. (1965) discussed this problem and argued that the spirit rather than the letter of Spiegelberg's criteria should be applied. In the light of Boromow's argument I consider this to be a case of ovarian ectopic pregnancy. A 25-year-old Nigerian primigravida, a known case of sickle cell disease, was given an exchange transfusion at 34-weeks pregnancy for a hoemoglobin of 6 g and a PCV of 20 %, when 8 pints of fresh blood were packed into 5 and given via the right ante-cubital vein in forty minutes. Outflow was via the left ante-cubital vein, a peristaltic pump being used to attempt equal inflow-outflow. Delivery at 37 weeks was by Keillands rotation and extraction under epidural analgesia.
The problems of sickle cell disease in pregnancy were discussed, and the technique and place of exchange transfusion in the adult.
Hyperparathyroidism
Complicating Pregnancy W S Findlay MB MRcoG (Churchill Hospital, Headington, Oxford)
Hyperparathyroidism complicating pregnancy is rare. The condition, however, is associated with a 50% feotal complication rate. Complications include stillbirths, neonatal tetany and neonatal death.
A 30-year-old para 0+1 presented with renal pain and the passage of gravel in her urine at seventeen weeks' gestation. Serum calcium was elevated and serum phosphorus low. At twentyfour weeks' gestation, exploration of her parathyroid glands revealed an adenoma, which was removed. Pregnancy then progressed normally until thirty-eight weeks when induction was carried out for pre-eclampsia. She was subsequently delivered of a healthy infant which has progressed normally.
Pregnancy and Acromegaly Stuart L Stanton FRCS DRCOG (The Middlesex Hospital, London)
Pregnancy associated with acromegaly is a rare event. A total of 48 cases have been found in the world literature. Fifteen cases occurred since 1954 and these were reviewed.
History: M P, aged 32, presented with six months secondary amenorrheea. She had an eosinophil pituitary adenoma, which was treated with external irradiation. Her periods returned and she subsequently had 4 pregnancies. She developed chemical diabetes mellitus and became myxcedematous. A raised growth-hormone level and impairment of visual fields suggested that the tumour was still active. Further investigations are in progress.
Comment
The commonest presentation of acromegaly was irregularity of the menstrual cycle. Radiographic evidence of acromegaly was found in 55 % of patients. The most reliable investigation was the growth-hormone assay. Decreased glucose tolerance was found in 45 % of the patients.
This case was instructive because ofthe multiple endocrinological disorders and the likelihood of an active adenoma.
